Background: Improving child survival for HIV-infected children remains an important health agenda. We present progress regarding care and treatment services to HIV infected children in Tanzania.
Background
The 2015 Spectrum model estimates 142,000 Tanzanian children, under the age of 15 years, are infected with human immunodeficiency virus (HIV) [1] , and current guidelines state all should be given Antiretroviral Therapy (ART) [2] . Without ART approximately 50% of HIV infected children die before the age of two, and onethird of those who survive past two die before 5 years of age [3] . Improving child survival for HIV exposed and infected children remains an important agenda in Tanzania [4] . Promoting universal access to available HIV care and treatment services is important for improving survival of HIV-infected individuals, especially children [5] .
The encouraging success of ART, which includes effective prevention of mother-to-child transmission, has led to ambitious calls to eliminate HIV as a public health threat by 2030 [6] . Achievement of these goals, including the United Nations Programme on HIV/AIDS (UNAIDS) 90-90-90 targets, which aim to have 90% of people living with HIV know their status, 90% of those detected treated with ART, and 90% of those receiving treatment achieving viral load suppression [7] , requires a coordinated global scale-up of prevention programmes, pre-exposure prophylaxis (PrEP), and detection and treatment programmes [8] .
On its part, the government of the United Republic of Tanzania has laid out goals aiming at zero new HIV infections, zero discrimination and zero HIV related deaths in the population, including children, by 2017 [9] . These goals guide interventions that contribute to improving access to HIV services, especially for vulnerable groups like children.
It is well known that universal access to HIV care and treatment services contributes to improved quality of life, and thus economic, social and political development of society [10] , which is in keeping with the United Nations (UN) sustainable goals number 3 [11] . The National AIDS Control Programme (NACP) in Tanzania is aiming at providing antiretroviral medicines (ARVs) to People Living with HIV and AIDS (PLHIV). The main focus is to improve access to ART services in order to reduce HIV related morbidity and mortality, especially among children. Due to this, Ministry of Health in Tanzania requires that paediatric HIV statistics be made available and utilized for policy and decision-making. This report summarizes progress made in providing HIV care and treatment services to children in Tanzania and highlights challenges in achieving universal access for ART to HIV-infected children. The information in this report contributes to the monitoring of Pediatric HIV and AIDS program in Tanzania.
Methods

Design, setting and population
This was a descriptive analytical study based on NACP data of children aged 0-14 that was routinely collected from 740 HIV care and treatment service delivery clinics between 2011 and 2014 and archived in the NACP database, where data was extracted.
Data management and analysis
Primary data generated in the HIV care and treatment clinics (CTC) was captured on facility-held information collection tools designated as CTC-2 card. This was submitted on quarterly basis to national level at NACP in either paper form or electronic system, and subsequently entered in the national care and treatment database designated as CTC-3. The CTC-3 database contains both patient-level section (CTC-3 Macro), exported electronically from clinics using an electronic CTC-2 database and aggregate-level section (CTC-3) that contains data receive quarterly summary reports either paper based or extracted from the CTC-2 data. Data analysis was performed using Stata version 14 [12] .
Eligibility for ART
We determined eligibility of children for ART based on WHO staging or CD4 results and estimated the time from enrolment to ART initiation. Results for eligibility for ART are restricted to 2012 onwards, since the national guidelines changed in 2012, which advocate initiation of ART regardless of World Health Organization (WHO) clinical stage and CD4 cell count [13] . The previous eligibility criteria, before the 2012 guidelines, was CD4 < 25% or WHO stage 3 and 4. A window of −90 to +30 days relative to the date of ART start was allowed to capture characteristics at ART start choosing that closest measurement to ART start, with preference for before.
Assessment of nutritional status
Nutritional status of children was assessed over time using weight and length or height for age. The nutrition status was translated using Z-score criteria of Weight for age and weight for length/Height. Time was categorized into 3 monthly periods and the highest non-missing nutritional status for each child in each 3 months period was used.
Estimation of mortality
Mortality was estimated using Kaplan-Meier methods from date of birth, with entry into the risk set from the time of enrolment through death. Lost to follow up (LTFU) was defined if a child was not seen within the 6 months before the end of December 2014 and censored at their last visit date. Children who had not died and were not defined as LTFU were considered to be in follow up through to the analysis censoring date of 31 December 2014 and were censored at that time. Children were defined as No Longer On Treatment (NLOT) if they had either died or were LTFU.
Ethical consideration and approval
Data used in this analysis was collected routinely by health facilities providing HIV care and treatment services following the National Guidelines for HIV Care and Treatment, in which ethical issues are strongly advocated. Permission to analyse and publish this data was granted by the Ministry of Health, Community Development, Gender, Elderly and Children (MoHCDGEC). Management of the data was under strict supervision the Epidemiology Unit of NACP.
Results
Children characteristics at CTC enrolment
A total of 29,531 (14,304 (48%) boys and 15,227 (52%) girls) ART-naive children aged 0-14 years were enrolled between 2011 and 2014, which is approximately 6700 to 8000 children per year. The characteristics of enrolees are shown in Table 1 .
Of the 29,531 children enrolled in care, a total of 10,390 (35%) were in WHO stage III and 3196 (11%) were in WHO stage IV ( Table 1 ). The proportion of children with CD4 count <50 cells/mm3 decreased in 2014 compared to earlier years (4.3% in 2014 versus 5.9% overall). However, approximately two-thirds of children across all years were missing a baseline CD4 absolute count. The proportion of children missing CD4 percentage data was even higher, at nearly 100% overall. Only 35% of children had either a CD4 count or percentage recorded.
The most common referral point was voluntary counselling and testing (VCT) (18% overall), followed by provider initiated testing and counselling (PITC) (12%). However, 65% of children did not have their referral point recorded (Table 2) .
Approximately 2-3% of children were identified at enrolment as being positive for TB and this was fairly constant across the years (Table 2) . TB screening was done using a standardized TB screening tool (annex). All children <5 years old are given cotrimoxazole and for >5 years with CD4 cell count below 350. The proportion of children on cotrimoxazole over the years has also remained fairly constant, at 70-74%. In earlier years, the nutritional status of children at enrolment was not consistently captured (22% missing in 2011 and 50% missing in 2012). In 2014, the missing data was a lot lower (10%). Across all years, the majority of children were not malnourished, with only 2-4% recorded as being severe malnourished ( Table 2 ).
Eligibility at enrolment and time to starting ART Among the 21,503 children enrolled in 2012-2014, 15,522 (72%) were eligible for ART from enrolment (Table 3) . However, 4624 (22%) had unknown eligibility, (Table 4) . However, around 7% started treatment >3 months after enrolment, and 21% had not started treatment at all.
ART initiation by age
A total of 15,805 children were observed to initiate ART by the end of December 2014 (Table 4) . The proportion by age were 13% aged <1 year, 36.2% aged 1-4 years, 26.6% aged 5-9 years, 20.6% aged 10-14 years and <1% aged 14 + years (Table 5) . Figure 1 shows the nutritional status of children over time from ART initiation. The declining bars show that fewer children are being followed up for long after ART initiation. Overall most children were not malnourished, and there was little severe malnutrition observed after 3 months on ART.
Nutritional status
Mortality of children
Among 29,531 children enrolled in 2011-2014, 2368 (8%) were known to have died, 9243 (31%) were considered LTFU and 17,920 (61%) were still under active follow up. Fig. 2 shows the survival probability over age. The probability of death by 1 year of age was 31% (95% CI 26-35), by 2 years of age was 43% (40-47), by 5 years of age was 52% (49-55) and by 10 years of age was 61% (58-64). The hazard of death was greatest at very young ages (<2 years old), decreased sharply by 4 years old and then plateaued, with relatively constant hazard from 4 to 10 years old (Fig. 3) .
Children who were on ART had around 10-15% higher survival over time (Fig. 4) . The hazard was substantially higher among younger chilren not on ART compared to those on ART (Fig. 5) . However, from 4 years of age onwards, there was little difference in the hazards between children irrespective of ART status.
Discussion
Our results show that the number of children enrolled into HIV care and treatment programme per year is between 6700 and 8000 and that the proportion of girls is slightly higher compared to boys. Almost 72% of the enrolled children were eligible for ART at the time of enrolment, and that almost half (46%) were in WHO stages III and IV, indicative of advanced disease stage. Mortality rate among the enrolees was about 8%, and the hazard was substantially higher among younger children not on ART compared to those on ART. Provision of ART as soon as the child is diagnosed is the biggest factor in improving survival, with a hazard of mortality in the first year of life, at 15% for children on ART, compared to 26% for children not on ART. Children who were on ART had around 10-15% higher survival over time. However, from 4 years of age onwards, there was little difference in the hazards between children irrespective of ART status. It is likely that children who reach older ages without having started treatment are likely to be be "long term non-progressors", refering to individuals who are infected with HIV, but maintain a CD4 count greater than 500 without antiretroviral therapy with a detectable viral load [14] .
The benefits of ART observed in this study have been demonstrated in several studies showing significant reduction mortality with early ART initiation, within the first 12 weeks of life [15] [16] [17] [18] [19] [20] [21] [22] [23] , accompanied with a greater than 90% probability of survival into adulthood [24] .
Our study revealed a number of significant challenges that need considerable attention by National AIDS Control Programme and other stakeholders involved in the provision of paediatric HIV care and treatment services in Tanzania. We noted that i) most children have advanced disease at the time of enrolment ii) approximately two-thirds of children were missing a baseline CD4 measurement and only 35% of children had either a CD4 count or percentage recorded, indicating limited access to CD4 testing services, and iii) 31% were lost to follow-up (LTFU).
It is therefore a critical public health priority to address these challenges for a successful expansion of paediatric HIV care and treatment services in Tanzania. Strategies for early diagnosis of HIV-infected children and linking them to care and treatment services are essential. Besides this, minimizing the current attrition rates, which have also been observed in clinical settings across all HIV programs in Africa, with overall attrition rates ranging from 10% to more than 50% at 24 months [25] [26] [27] [28] [29] [30] , mainly because of loss to follow-up (LTFU) or AIDS-related death [27, 31] . One possible explanation of the high rates of LTFU could associated with the quality of the data collection and reporting systems, which is a common challenge of health information systems in resource-limited settings [32] [33] [34] . Improving capacity for systematic monitoring and accurate reporting may reduce the number of patients LTFU, particularly for sites that rely on paper-based monitoring systems.
Despite these challenges it was encouraging to note that majority of children had good nutrition status, with 
Limitations of the study
This report has analysed a large amount of data from across Tanzania, but there are several limitations to our findings. One limitation is that the data come from the electronic, CTC database, which is used in the larger and better run clinics. The situation reported here might not be the same in smaller health facilities that have not provided electronic data. Secondly the data are dependent on the self-reporting of conditions (such as opportunistic infections) by patients, and the recording of such data by clinicians and nurses. The amount of missing data has been reduced over the past 5 years but it is still a problem. We have used basic statistical methods to analyse these data. Some of the assumptions around independence may not be valid in the analysis of these data, especially in the treatment of missing data (which is likely to be correlated with the outcomes). We have used a competing risks analysis of the mortality pre-ART, which is a first step in acknowledging these concerns about the use of basic statistical methods. However further work needs to be done about the theoretical underpinnings of the statistical methods used for the analysis of routinely collected data.
Despite its limitations, this review has provided some insights in to the achievements and gaps in clinical services for paediatric HIV care and treatment in Tanzania and does suggest areas that could be strengthened to improve these services.
Conclusions
Significant progress has been made regarding provision of paediatric HIV care and treatment in Tanzania. On average 7000 children are enrolled annually, and that approximately two thirds of children diagnosed under the age of 2 years were initiated on ART within a month. Provision of ART as soon as the child is diagnosed is the biggest factor in improving survival, with a hazard of mortality in the first year of life, at 15% for children on ART, compared to 26% for children not on ART. However we noted that i) most children had advanced disease at the time of enrolment ii) approximately twothirds of children were missing a baseline CD4 measurement and only 35% of children had either a CD4 count or percentage recorded, indicating limited access to CD4 testing services, and iii) 31% were lost to follow-up (LTFU). These challenges underscore the need for more aggressive strategies to increase enrolment and retention of children in such settings. Evidently more work is needed to link HIV-infected children to HIV services. 
